



































































	THE ENTITYS DBA NAME: 
	STREETADDRESS: 
	CITY: 
	COUNTY: 
	STATE: 
	ZIP: 
	TELEPHONE: 
	FAX: 
	THE ENTITYS MAILING ADDRESS: 
	CITY_2: 
	COUNTY_2: 
	STATE_2: 
	ZIP_2: 
	name: 
	ADDRESS: 
	CITY_3: 
	COUNTY_3: 
	STATE_3: 
	ZIP_3: 
	FAX_2: 
	EMAIL: 
	ENTITY OF 10 OR MORE please add an additional page if needed 1: 
	ENTITY OF 10 OR MORE please add an additional page if needed 2: 
	ADMINISTRATORDIRECTOR: 
	ADMINISTRATORPRIMARY CONTACT EMAIL ADDRESS 1: 
	ADMINISTRATORPRIMARY CONTACT EMAIL ADDRESS 2: 
	NUMBER OF BEDS If applicable: 
	1: 
	2: 
	OWNER OF REAL PROPERTY LandlordLeasing Agency: 
	CITY_4: 
	COUNTY_4: 
	STATE_4: 
	ZIP_4: 
	PHONE 1: 
	FAX_3: 
	Indicate the number of beds for each category: 
	Currently the Nevada State Fire Marshal will only allow 5: 
	Obstetrics Beds: 
	Intensive Care Unit BedsRow1: 
	Room: 
	undefined_5: 
	Number of Beds: 
	Total number of cases in last 12 monthsOpen Heart Surgeries: 
	Total number of cases in last 12 monthsOrgan Transplant Surgeries: 
	Total number of cases in last 12 monthsBurn Unit: 
	Total number of cases in last 12 monthsTrauma Center: 
	Name of Hospital Reporting: 
	Print Your Name: 
	Print Your Title: 
	Phone Number: 
	Date: 
	o This application is for a parent facility an already licensed medical facility to have a: 
	Indicate the name of the manufacturer of the mobile unit vehicle: 
	Indicate each of the proposed service sites for the mobile unit attach additional sheets if necessary 1: 
	Indicate each of the proposed service sites for the mobile unit attach additional sheets if necessary 2: 
	Indicate each of the proposed service sites for the mobile unit attach additional sheets if necessary 3: 
	Indicate the services offered and procedures to be performed attach additional sheets if necessary 1: 
	Indicate the services offered and procedures to be performed attach additional sheets if necessary 2: 
	Indicate the services offered and procedures to be performed attach additional sheets if necessary 3: 
	Applicants Name: 
	Address: 
	Date_2: 
	Printed Name of Applicant: 
	Name of Facility: 
	Facility Address: 
	Date_3: 
	PRINT NAME: 
	Already have a state laboratory license: 
	Facility Name: 
	Facility Address 1: 
	Facility Address 2: 
	Date_4: 
	Print Name: 
	Facility Name_2: 
	Administrator or Representative of Facility: 
	Date_5: 
	Witness: 
	Date_6: 
	OWNERS ADDRESS: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	OTHER: 
	OLD NAME: 
	OLD ADDRESS: 
	Date of the change of ownership: 
	NV: 
	Check Box9: Off
	Check Box10: Off
	Text11: 
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Emergency room bays: 
	Total: 0
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Text52: 
	TELEPHONE_2: 


